JCAHO HOT TIPS 2001:

CONSULTATIONS:

1.On our adm ssion assessment we have nunerous triggers for

automati c consul tati ons.

For exanple, we request a:

» PT/ Ol consult for unsteady wal k/falls, unable to transfer

» self frombed, Chair, or toilet, if patient is paralyzed,
or if patient scores as a high risk for falls.

» Speech Path consult for swall ow ng probl ens/ dysphagi a

» abnornmal speech.

» Nutrition consult for patient with HV/ Aids, wt |oss of
10 Ibs. in 6 nonths, on nutritional supplenents at
home, appetite poor at hone, patient bel ow 87% i deal
body wei ght,

» OF consult if patient unable to bath, dress, toilet, or
feed self, if patient had paral ysis or upper Ext.
weakness,

» Social Service consult if pt. needs interpreter, wll
requi re assistance at home, lives in a nursing hone,
personal care hone, or boarding hone. |If patient used
home care, comunity support groups, adult day care or
transportation services prior to adm ssion. |If pt uses
recreational drugs.

> Ceriatric Nurse Practitioner consult if patient has
cognition problens or scores as a high risk for falls.

» Skin Care consult for skin tears, decubiti, |acerations,
wounds, or drai nage

» Medi cal Phot ography consult for ecchynosis, wounds, skin
tear, and decubiti.

» Autonmatic triggers are denoted by an abbreviation in the
box associated with the assessnent area.

» Abnornmal Speech SP

ASSESSMENT OF PATI ENTS

PCLI CY

The care or treatnent provided to each patient at West
Virginia University Hospitals shall be based on patient's
needs as determ ned through the assessnent of patient's
rel evant physical, psychol ogical, and social status.

The assessnent includes the collection, analysis, and
integration of data to identify and prioritize the
patient's needs for care or treatnent, to determ ne the
need for any additional data, and to determ ne the care or
treatnent to be provided. The scope and intensity of
assessnents are determ ned by the patient's diagnosis, the
treatnment setting, the patient's desire for treatnment, and



the patient's response to any previous treatnent. \Wen
appropriate, data fromthe patient's significant other(s)
are included.

PROCEDURE

I. The follow ng further defines the scope of assessnent
performed per discipline and the tinefranes for conpletion
of initial assessnments and further reassessnents.

A. Medical Staff Assessnent:

Initial Assessnent - perfornmed by the Medical Staff no nore
than seven (7) days before adm ssion or within 24 hours
after adm ssion. The Medical staff determ nes which tests,
if any are to be performed when the patient enters
the service or setting. Patients admtted to the RDSU for a
di agnostic procedure require a H& P

Reassessnent - perforned ongoi ng based on patient need,
treatnent regine, treatnent setting, and patient response
to care or treatnment or at mninmumdaily.

Docunentation - initial assessnents (H & P) is docunented
in the Staff Notes wthin 7 days prior to adm ssion or

wi thin 24 hours after adm ssion. Subsequent assessnents
wi |l be docunented in the Staff Notes.

B. Anesthesia Assessnent:

Initial Assessnent - a pre-anesthesia assessnent is
Performed by an Anest hesi ol ogi st on each patient for whom
anesthesia is contenplated within one week prior to
surgery. The post operative status of the patient is
assessed by an Anest hesi ol ogi st on adm ssion to and
di scharge fromthe PACU (Postanesthesia Care Unit).

Reassessnment - performed i nmmedi ately pre-induction and
t hroughout surgical case or procedure.

Docunent ati on - assessnents is docunented in the Staff
Not es and on the Anesthesi a Record.

C. Hospital Dentistry

Initial Assessnent - Assessnent of inpatients with dental
di sease that affects their care is avail able through
Hospital Dentistry. The initial assessment will occur
within 24 hours of the consultation nmade by the
patient's nedical teamand will be conpleted by Hospital
Dentistry or the Oral Surgeon on call. Assessnents are
triggered by a consultation placed for the follow ng
reasons:




-victins of energency and trauma to the head and neck
regi ons.

-poor dentition |eading to altered nutrition or problens
i n managi ng ot her nedi cal conditions.

-dental care for patients residing in the facility or
for patients who can expect a prolonged | ength of stay

(> 30 days).

Reassessnent - Perforned based on patient need, treatnent
regime, treatnent setting, and patient response to
treat ment.

Docunent ati on - Assessnents are docunented in the Staff
Notes within 24 hours. Subsequent assessnents will be
docunented in the Staff Notes.

D. Nursing Care Needs Assessnent:

Initial Assessnent - A Registered Nurse assesses the
patient's need for nursing care in all settings in which
nursing care is provided within 8 hours of adm ssion. Data
collection for aspects of the initial nursing assessnent
may be del egated to the LPN and Cinical Associate in
accordance with applicable | aw and regul ati on. The
assessnent of infants, children, and adol escents
specifically includes the patient's devel opnental age,

| engt h/ hei ght, head circunference, and wei ght,

consi deration of educational needs and daily activities,
and the patient's inmunization status. In addition, the
famly's and/or guardi an's expectations for, and

i nvol venent in, the assessment, treatnent, and conti nuous
care or treatnent of the patient nmust also be included. The
Regi stered Nurse analyzes information obtained in the

pati ent assessnent and draws concl usions to determ ne and
prioritize the patient's nursing care needs.

Reassessnents - each patient is reassessed at regularly
specified tines as related to approved Standards of
Practice, the patient's course of treatnent, to determ ne
the patient's response to treatnent, when a significant
change occurs in the patient's condition, and when a
significant change occurs in the patient's diagnosis, or at
m ni mum every 48 hours for acute care or once per week for
| ong-term care.




Docunentation - the initial assessnent is docunented on the
Plan of Carelnitiation Formand includes eval uati on of

bi ophysi cal, psychosoci al,

educational, discharge pl anning, environnental,
spiritual/cultural and

self-care factors. Reassessnents performed wll be
docunented on the patient

care record, nursing flowsheet, or Care Map (as
applicable).

E. Nutritional Needs Assessnent:

Nutrition and Dietetics

Initial Assessnent - The patient is screened on adm ssion
by the RN for nutritional risk factors. If the patient
neets defined high-risk criteria, a "high-risk
notification" for the clinical Dietitian is initiated;

t hese patients are assessed within 24 hours of identified
need. Consults and high-risk diagnoses are assessed by a
Dietitian within 24 hours of identified need.

Reassessnents - Reassessnents should be docunented at | east
every 7-10 days.

Docunmentation - Al assessnents are docunented in the Staff
Not es.

F. Di scharge Pl anni ng Needs Assessnent:

1. Nursing

Initial Assessnent - Initial assessnent of discharge needs
is performed by the Registered Nurse at the tinme of

adm ssion. Referral to Social Services based on initial
assessnent triggers for those patients requiring a nore
extensi ve eval uati on of needs.

Reassessnent - perforned daily by the Regi stered Nurse.

Docunentation - Initial Nursing assessnents should be
docunented on the Adm ssion Database; subsequent
assessments will be docunmented on the Nursing

FIl owsheet or Plan of Care.

2. Social Services Assessnent

Initial Assessnent - initiated by consult or high risk
screens (e.g., age, diagnoses, readm ssion status,

i nsurance coverage) for extensive eval uation

of di scharge needs, coordination of services, and access to
comunity resources within 24 hours of consult or
identified need.



Reassessnents - perfornmed on an on-goi ng basis, when
contacted for reevaluation, or at mninmum every 3 days.

Docunentation - all assessnents are docunented in the Staff
Not es.

G Psychosoci al Needs Assessnent :

1. Nursing

Initial Assessnent - perforned by the Regi stered Nurse at
the tinme of adm ssion.
Reassessnent - each patient is reassessed at regularly
specified tines as related to approved Standards of
Practice, to determne the patient's response to treatnent,
when a significant change occurs in the patient's
condition, and when a significant change occurs in the
patient's diagnosis, or at mninmumevery 48 hours for acute
care or once per week for long-termcare.

Docunentation - initial assessment performed by Nursing is
docunent ed on the Adm ssion Database. Subsequent
assessnents wi ||l be docunented on the Nursing

Fl owsheet .

ADDI TI ONAL ASSESSMENTS:

1. Physical Therapy

Initial Assessnent - initiated by consult or Physicians
Orders for Physi cal

Therapy indicated for evaluation and treatnent, evaluation
and

recommendati on, accessing of equi pnment or hone prograns to
neet di scharge

needs, or for therapy as specified in the Physicians O der
and conpl et ed

Wi thin 24 hours of initial consult or order.

Reassessnent - perforned ongoi ng based on treatnment regine
and are protocol driven.

Docunentation - all assessnents are docunented in the Staff
Not es.

2. Cccupational Therapy

Initial Assessnent - initiated by consult or Physicians
Orders for Qccupational Therapy indicated for eval uation
and treatnment, evaluation and recomendati on, accessing of
equi pnment or hone prograns to neet discharge needs, or for
t herapy as specified in the Physicians Order and conpl et ed
within 24 hours of initial consult or order.



Reassessnent - perforned ongoi ng based on treatnment regine
and are protocol driven.

Docunentation - all assessnents are docunented in the Staff
Not es.

3. Speech Ther apy

Initial Assessnent - initiated by consult or Physicians
Orders for Speech Therapy indicated for evaluation and
treatnent, evaluation and recommendati on, accessing of

equi pnent or hone prograns to neet discharge needs, or for
t herapy as specified in the Physicians O der and conpl eted
within 24 hours of initial consult or order.

Reassessnent - perfornmed ongoi ng based on treatnent regine
and are protocol driven.

Docunentation — all assessnents are docunmented in the Staff
Not es.

4. Spiritual Needs Assessnent:
Initial Assessnent - perforned by the Regi stered Nurse at
the tine of admi ssion with consultation follow up avail abl e
t hrough the Pastoral Care Departnent indicated as foll ows:
a. persons who have received difficult information
regarding their illness.
b. persons who are at the |ater state of dying.
c. famly nenbers who are present when a patient has died.
d. individuals who indicate that their illness has invoked
an interest in discussing spiritual issues.
e. when patients |ack pastoral care support fromtheir
home community.
Reassessnent - Ongoi ng reassessnents are provi ded by
Nur si ng, Pastoral Services, and Social Services based on
patient need and patient desire for follow-up.
Docunent ati on - Nursing assessnents are docunented on the
Nur si ng Fl owsheet or Plan of Care. Al Social Service or
Past oral assessments will be docunented in the Staff Notes.

5. Palliative Care Assessnent:

Initial Assessnment - Palliative Care Consultation
assessnents are initiated by caregiver patient/famly
request for evaluation of patients with chronic or term nal
illness by a witten physicians order after discussion with
the attendi ng physician. The initial assessnent wl|
include a history, physical exam nation, review of the
patient's medications and exam nation of the nedical record
and will be conpleted with 48 hours of consult.



Reassessnent - ongoi ng reassessnents are perforned based on
identified needs and plan of care goals and may i ncl ude

col l aboration with the nedical social worker, chaplain, or
ot her appropriate health care disciplines.

Docunent ati on - Consul tation findings, assessnent, and
recommendati ons are docunented in the Staff Notes.

6. Pai n Managenent Assessnent:

Initial Assessnent - perforned by the Regi stered Nurse at
the time of patient adm ssion.

Reassessnment - ongoi ng reassessnents are perforned as per
pai n managenent standard of practice. Pain Service

consul tations are avail abl e 24 hours/day, 7 days/week via
pager 362-1975 (MMF 8 amto 4 pm) or pager 362-8799 after 4
pm weekdays, and all day on weekends/ hol i days.
Docunentation - Initial Nursing assessnents are docunented
on the PMan of Care Initiation Form Subsequent
assessnents are documented on the Pain Intensity Scal e and
the Patient Care Record/ Nursing Flowsheet. Pain Service
consul tation findings and assessnents are docunented in the
Staff Notes.

7. Respiratory Services Assessnent

Initial Assessnent - initiated by consult or Physicians
Order for Respiratory Therapy and conpleted within 4 hours
of consult or order.

Reassessnent - perfornmed ongoi ng based on initial
assessnment findings or at m ni num every 48 hours.
Docunentation - all assessnents are docunmented in CH P
under Ancillary Notes-Respiratory Care. Hard copy of
docunentation will be filed in the front of patient's chart
included within the CH P daily summary report.

8. Pharmacy Assessnent:

Initial Assessnent - assessnents are perfornmed based on
drug orders (e.g., drug-food interactions,

dose/ phar macoki neti c paraneters).

Reassessnent - perforned based on ordered drug therapy and
profile review.

Docunentati on - assessnents will be docunented in the

Phar macy I ntervention

Pat hway and are not a part of the permanent nedical record.

9. Enmergency Departnent/ Service Needs Assessnent:
Initial Assessnent - all patients presenting in the
Emer gency Departnent are triaged by a Regi stered Nurse or



an Emergency Departnent Physician upon arrival and are
assigned one of three triage categories (enmergent, urgent,
non-urgent) as further defined in the unit specific policy.
The tineliness of Medical Staff assessnent is based on the
triage classification.

Reassessnent - perfornmed ongoi ng based on patient need,
pati ent diagnosis, patient acuity, Standard of Practice, or
pati ent response to care or treatnent.

Docunent ati on - recorded on the Emergency Depart nent
Recor d.

10. Assessnent of Alleged/ Suspected Victins of Abuse
Refer to Hospital Admnistration Policies on Victins of
Al | eged/ Suspect ed Donestic Viol ence/ Physi cal Abuse
(I'11.085; Elder Abuse (111.095); Child Abuse and Negl ect
(111-090); and Sexual Assault (111.080).

11. \Wen behavi oral health or substance-abuse services
determne that nultidisciplinary treatnment plans are
appropriate, the followi ng addresses these
mul tidisciplinary treatnent plans?

A. Al departments have established |ines of
conmuni cation with the nedical staff. Policies and/or
standards exist to direct their practice. Input from al
i nvol ved disciplines of the health care team as
wel |l as the patient and his/her significant others are
solicited and considered in devel oping and nodi fying the
treatnent plan.

B. Physician involvenent in and approval of the
multidisciplinary treatnent plan is required.

In acute areas - Atreatnent planis initiated within 8
hours of adm ssi on.

The initial treatnent plan is fully devel oped within 72
hours and is approved by at |east the patient, the

physi cian, the nurse, and the clinical therapist.

Treat ment rounds occur on a daily basis for every patient.
The treatnment team consists of at |east the physician and
wll include at | east one of the follow ng disciplines:
nurse, therapist, discharge planner,nental health
associate. Revisions to the treatnent plan occur based on
the patient's needs.

In residential areas - The initial treatnment plan is
initiated within 8 hours of admi ssion. The initial
treatnment plan is fully devel oped within 14 days of

adm ssion and is approved by at |east the patient, the
physi ci an, the nurse, and the clinical therapist.



Treat ment rounds occur on a daily basis for every patient.
The treatnent team consists of at |east the physician and
will include at | east one of the follow ng disciplines:
nurse, therapist, discharge planner, nental health

associ ate.

Revisions to treatnent plans in residential areas occur on
a regul ar basis, but no | ess than once in each cal endar
nont h.

SAFETY:

The American National Standard (ANSI) Z358.1-1998-
references requirenments for energency eyewash and shower
equi pnent. There are standards for both the hand-held
drench hoses and conbi nation units (shower and eye
wash). In general the requirenents are to be activated
weekly and inspected annually to assure confornmance

to the ANSI standards.

The criteria you should use are those in OSHA's Hazard
Communi cati ons standards, 1910.1200 (I believe in paragraph
b, but don't have it in front of ne)

JCAHO expects you to have a hazardous naterials program
which is consistent wth the OSHA Haz Conm St andar ds.
These speak to such things as the pH of alkali and acid
materials, corrosivity of materials, etc.

I n nost cases, you put themin your standards, but they
provide little useful guidance, as they are ained at

chem sts, not 'normal' users. (This is not to suggest that
chem sts are not normal. This was a nmessage fromny |ega
pani ¢ coor di nat or)

A commonly used tool for actual inventory is to use the

| abeling of the chemicals. |If the |abel says " CAUTI ON'
"WARNI NG', "HAZARD', or "DANGER' they probably should be
added to the departnents inventory.

Al so, ask departnent heads to use their profesiona
judgenent. |If they know it is hazardous, it should be on
the inventory.

The existance of an MSDS is not a good criteria, as | have
MSDS for water, wood dust, and a host of other non-
hazardous materials under normal usage. The MSDS is used
by vendors and manufacturers as a liability-limting tool,
and often done for |ess or non-hazardous materials 'just in
case'.



CGeneral ly, toner used on copiers and printers are included
if they are in an open system (poured froma bottle) but
not if they are in a seal ed systemsuch as a printer
cartridge with a strip you pull off as you install it.

There is sone discussion about white-out. It is covered by
t he exenption about comon materials used as normal users
use them as nobst people use white-out occasionally, not
constantly. |If an enployee does use it in different
intensity than a "normal" user, an MSDS woul d be

needed. Unless you paint walls, or huge ammounts of text
with white-out , nost folk rely on the exenption. (But
typi cal househol d goods used in a hospital may need MSDS:
exanpl es woul d be housekeepi ng cl eaners, based on the use
factor. Dry board eraser would probably also fall under
this provision. By the way, rubbing al cohol may work as
wel |, and already be in the inventory.

First off, talk to either your radiol ogy services director,
or better yet the Chief Tech in Nuclear Imaging. This
topic is the basis fromwhich everything they do evol ves.
Radi oi sotopes fall under the NRC (or agreenent state)

regul atory guidelines. In nost cases, the drug is either
ordered froman off-site radi opharnmacy in a unit dose
syringe, or possibly manufactured on-site in the nuclear
medi ci ne hot | ab using a generator. You need to find out
fromyour chief tech which nmethod they use, or if they do a
conbi nati on

The control of hot lab activities falls under the
jurisdiction of the Chief Tech and the Radi ati on Safety
O ficer. Purchase of radioactive materials (whether unit
dose; generator and "cold" kits"; or sealed sources) is
handl ed by the nucl ear nedicine / radiol ogy service.

Di spensi ng of the radi oi sotope is done by the nuclear
medi ci ne technol ogi st for routine diagnostic procedures;
and by the physician for sonme therapeutic procedures.

Check this website...it has sone informati on that may be
beneficial to you and your pharmacy director:
http:// nucl ear phar nacy. uans. edu/

MORTALI TY REVI EW

The Joi nt Conm ssion standards address nortality review
t hrough resuscitation and autopsy revi ew



requi renents. Look at Joint Commi ssion standard Pl. 3. 1. 1.
The intent statenent includes outconme of resuscitation
services. Pl 3.1 includes autopsy results as an el enment of
t he perfornmance inprovenent programand MS.8.5 relates to
the nedical staff responsibilities of autopsy. Mrtality
review is the common net hodol ogy to neet the above
standards requirenents.

Additionally, the Conditions of Participation requires a
review of "death records to inprove identification

of potential donors" under the Organ Procurenent condition
482. 45

RESEARCH

In my experience with previous surveys (I was formerly
enpl oyed in a Research oriented facility), the surveyors
are mainly concerned with issues regarding patient rights
and i nfornmed consent. Those requirenents/standards are
spelled out in the Patient Ri ghts/ O ganizational Ethics
section of the CAVMH manual .

Wth some of the adverse publicity associated with clinical
research lately, I would assunme that there will be sone

i ncreased scrutiny related to the safety issues, ie the

| RB's deliberations about off |abel usage, evidence of

safety, etc.

We do have an in-house IRB and have addressed the consent and confidentiality issues there for
all studies at our institution. It would continue to function in this role with the new researcher. But
we anticipate some new caveats with the addition of a researcher focused on clinical trials. There
has been some discussion about using and external IRB for non-FDA approved drug studies.

So, more questions...

How and what are people reporting up to their Board of Trustees from their IRB?

How involved in the Accreditation process were the actual researchers?

If we did outsource some or all of the IRB, are we opening the whole can of worms related to
competencies and other standards?

RESTRAI NTS/ SECLUSI ON
JCAHO just put out a clarification of restraint/seclusion
standards on their web page that states:
Four requirenments nust be net for a resident to order
restraint or seclusion:
1. The resident neets the state's requirenents to practice
medi cine within the auspices of the training program
2. The resident has successfully conpleted the first year
of post -graduate nedi cal education;
3. The graduate education programallows the resident to
performthis activity; and,
4. The activity is listed in the resident's job
descri ption.
What is the web site where the regul ati ons/gui del i nes
can be accessed? ww. nmedl aw.comis a good resource



LABORATORY

Lab is al so under CAP and JCAHO. You will probably do fine
but any off-site clinics need to be included in your
application as they fall under Waived Testing. Also, your
off-sites will also be visited by the Lab surveyor who w ||
check on quality control. W received a Type |
(WI1. 4. 1) under the Lab survey because three of our off-site
were not properly nonitoring, especially Uine Miltistix
based on manufacturer's recomendati ons: when opened and
nonthly thereafter til the bottle is discarded. Hospital
cycle is every 3 years, Lab cycle is every 2. This year
our surveys fall in the sane year. JCAHQ JCR publishes a
nunber of solid resources to help you prepare.

VEDI CATI ON

We have added all of our high alert drugs to the nedication
adm nistration policy that requires 2 nurses to verify

nmedi cations prior to admnistration. This includes things
i ke adrenergi c agents, chenotherapy, |V Digoxin, heparin,
insulin, IV Lidocaine, narcotics, KO 1V, warfarin,
Dopani ne and Doputamine. In notifying the patient of
patient safety issues, the primary care physician my not
be the best person to notify the patient. W address the
issue with the care teamincluding the R sk Manager to
determ ne the best person to advise the patient. The
primary care physician is directly involved in the process.
I n devel opi ng a "doubl e check™ policy you m ght al so want
to think about what "checking" neans. To sonme folks it
nmeans an i ndependent 5 rights check by another |icensed
person. To others it neans eyeballing the syringe and
confirmng the nunber of units that it appears to contain.
You're likely to find a lot of variation in how people

defi ne checki ng.

Regar di ng St ock Meds and Phar amacy

Recent surveyors have been | ooking for stock nmeds. If they
found stock, they were recomendi ng stock neds be renoved
to prevent nedication errors. The pharmacy was to be
responsi ble for reviewing all nedications orders prior to
adm nistration. |f unable to do so, the house supervisor
or appoi nted nurse would obtain the nedication out of the
pharmacy and make a list of drugs renoved, so the
pharmaci st coul d check those orders in the am |If this
occurs, the nurse or supervisor obtaining the drug nust
have conpetency to reflect he/ she knows how to obtain the



nmed, dosage, side effects, etc. The surveyor al so checked
with the pharmacy to see what drugs were high vol une of
drugs and being given prior to pharmacy review. These

medi cati ons nmust be a prn or energent drug and not routine
nmedi cation. The pharmacist then reviews all neds that were
adm ni stered during the night on the foll ow ng pharnmacy
check review. The narcotic review should correlate with
the narcotic sheets. Al the phy, nurse and admi nistrative
surveyors checked for doubl e signatures on waste and count
of narcoti cs.

Regarding IV fluids w thout nedication:
The majority of facilities seen throughout nmy experience

have | abeled all 1V's. The I/Ois generally seen docunented
on the graphic sheet. Stock IV s are not |abeled until
they are hung on the patient. |If we fail to | abel how

can we be certain there are no drugs added to the bag? A
patient once received an extra dose of Pitocin when the IV
was not | abeled. It appeared as only IV fluids, when in
fact the night nurse had added Pitocin. The bag was not

| abel ed and nedi cati on was not docunented on the MAR
Therefore, failing to label in that particular case caused
a medi cation error.

Can anyone tell me what they are doing with the standard
that requires pharmacists to review all orders before

adm nistration. As far as orders in PACU for pain neds
etc. They have narcotics as stock and if they need

sonet hing, they call the doctor, get the order and

adm nister it. The pharnmaci st does not see the order until
the drug is already given. The sane thing happens on the
floor. W also carry neds such as phenergan on fl oor
stock and if someone has nausea they get the order fromthe
doctor and give the first dose fromfloor stock, therefore
t he pharnmaci st does not see the order before

adm ni strati on.

ENVI RONVENT OF CARE
Here are a couple of hospital web sites with Environnent of
Care Plans and Manuals on-line for the public:

Uni versity of Kansas Medi cal Center
http://ww2. kunt. edu/ saf ety/i ndex. ht n

Uni versity of Texas Medical Branch @ Gal veston
http://webb. ut nb. edu/ envcar e/



Don't think that JCAHO s decision not to include ECin this
year's fixed topics of random unannounced surveys neans
your previous EC Type I's won't be scrutinized?

I f you had an EC Type | during your last JCAHO visit,
expect surveyors to make sure it's corrected, former JCAHO
i nsi der Susan McLaughlin, president, SMB Consulting,
Barrington, Ill., said at the recent ASHE neeting in Tanpa.
Now t hat patient safety and staffing issues are high on
JCAHO s radar, anything you do that intersects those
standards will be on JCAHO s hit list (HR 2, p. HR-6;
PI.3.1.1, p. PI-11; PI.4.3, p. PI-16; LD. 4.3, p. LD 35;

LD. 3.4.1, LD. 4.4, LD.4.4.2, LD.4.4.3 and LD.4.5.5, '01
CAVH) The Anerican Society for Heal thcare Engi neering
(ASHE) has a docunent called the Hazard Vul nerability
Analysis. It's a straightforward grid for the ranking and
anal ysis of human, natural and technol ogical risk. W used
it and it passed JCAHCO survey in March of 2001.

Here are sone exanples of Life Safety Managenment perfornmance
i ndi cat ors.
Exanpl es of Life Safety Managenent Performance |ndicators

Fire drills - 1 per shift per quarter per building with 2 per shift
per quarter in areas under |LSM
" Wor ker knowl edge regarding |ife safety is tracked with a goal of
greater than 90% correct response rate.
" Al arns shall sound at |east 95% of the tinmes when they are
activated on the day shift (due to preventative maintenance the al arns
are occasionally silenced) and 100% on the evening and night shifts.
- Fire doors shall close and | atch 100% of the tine.

Fire wall penetrations shall be sealed 100% of the tine.

Fire suppression systens shall be tested at |east quarterly.

Fire extingui shers shall be tested nonthly.

Interimlife safety nmeasures shall be inplenmented when fire

protection is conprom sed.

NOTE: | amcutting & pasting a policy on snoking. It may
have | ost sone formatting, but the info is all there.
hope that this is helpful.

SMOKI NG

PCLI CY

West Virginia University Hospitals recognizes its
responsibility in the prevention of disease as well as its
treatnment. Snoking is one of the major causes of disease
and death in this country. Therefore snoking is not
permtted in any facility owned, |eased or operated by West
Virginia University Hospitals by any patient, visitor or



enpl oyee. Further, since the public ook to West Virginia
University Hospitals as a center of health and well ness,
snmoking is also prohibited at all entrances and adj acent
ar eas.

PURPCSE

To reduce the risk to patients associated with snoking and
to protect other patients, visitors and staff formthe
dangers of passive snoke inhalation. To reduce the risk of
fire hazard for the protection of patients, staff and
visitors and the preservation of the physical plan. To be
in conpliance with |icensing and accreditation standards.

Signs consistent with this policy will be placed at
appropriate | ocations throughout hospital buildings and
vehi cl es.

PROCEDURE

a.Patients

Al patients will be infornmed of the snoking policy on

adm ssion. Patients are not permtted to snoke while in
with the exception of the independently ventil ated snoking
facility adjacent to the hospital on Level 4(see Attachnent
).

b. Pati ents who are unable to refrain from snoki ng shoul d
consult with their physician who may be able to recommend
alternatives to snmoking. 1In the event that there is no
acceptable alternative for the patient, the patient nmay
snoke in the ventilated snoking facility if the follow ng
Criteria are net:

1) he/she has an "ad |lib" activity order and

2) snoking does not interfere with the patient's care and
treatnment nodalities.

3. Mnors will not be allowed to snoke or use tobacco
products in this facility at any tine.

4. Adult patients are not permtted to snoke or use tobacco
while in CRHwith the exception of the designated entitled
snoki ng area on the Psychiatric Intensive Care Unit or in
t he desi gnat ed outside snoking area (see Attachnent 1).

5. Patients who are unable to refrain from snoking shoul d
consult with their physician who may be able to recommend
alternatives to smoking. 1In the event that there is no
acceptabl e alternative for the patient, as assessed by the
RN, the patient nay snoke in the ventilated snoking
facility per physician protocol if the following criteria
are mnet:

1) patient is able to independently transport self



2) snoking does not interfere with the patient's care and
treatnment nodalities

5. Patients who use tobacco/snoke nust keep supplies at the
nurse's station if on the Psychiatric Intensive Care Unit.
These supplies will be distributed every hour on the hour
from7:00 AM- 11:00 PMfor the Psychiatric Intensive Care
Unit patients. Oher adult patients restricted to the unit
will be able to snoke/use tobacco on the Psychiatric
Intensive Care Unit acconpanied by a staff nenber two tines
or nore per shift from7:00 am to 11:00 p. m

6. Patients will be encouraged to address their snoking
needs and will be provided support as necessary to assi st

t hem i n maki ng non-snoki ng deci si ons.

7. Patient exhibits such significant increase in anxiety in
response to possible denial of snoking that not snoking
woul d be counter therapeutic to the patient.

8. Visitors:

1). Visitors are not permtted to snoke while in the
hospi t al

2). Al hospital staff are required to help enforce the
policy by informng any visitors who may not realize the
hospital's policy regarding this nmatter

4). Visitors are permtted to snoke outside WUH s
buil dings in the shaded areas noted on Attachment 1I.

9. Enpl oyees

1). Enployees and staff nenbers may not snpbke in any area
of RMH or CRH or any facility owned, |eased or operated by
VW/UH.

2). Enpl oyee and staff |ounges, neeting roons, and private
of fi ces are non-snoki ng areas.

3). The areas adjacent to the hospitals as indicated on
Attachment | and Il are non-snoking areas.

4) . Enpl oyee snoking is pernmtted only in the shaded areas
i ndi cated on Attachnent | and.

5). Prospective enployees will be informed of the
hospital's snoking policy during their initial interviews.

10. Conpliance

1). Departnment managers and supervisors are responsible
for ensuring enpl oyee conpliance with this policy. Enployee
violation of this policy will be handl ed according to
hospital disciplinary procedures as outlined in

Hospital Policy V.230, Corrective Action.



CONSCl OQUS SEDATI ON:

Recently there was sonme discussion re: nonitoring of
reversal agents used in conscious sedation. Can anyone
tell me if there are any specific standards addressing
this. Wat are others doing nonitoring nunbers- if you
are, are you benchmarki ng agai nst any standards and cl osi ng
the loop as a p.i. project or just keeping the statistics.

We review every consci ous sedation case. |'ve pasted bel ow
the tool that we use to collect data. The nurse recovering
the patient is responsible for conpleting the form

Conpl eted forns are then sent to ny departnent where

we enter theminto an access data base. Results are
trended by physician and sent to the Departnent Chairman
mont hly, and presented to the Patient care Managenent
Committee quarterly. The Departnment Chairman are
responsi bl e for taking action if any of their physicians
fall out of line with their peers. The Chairnman of

Anest hesi a was involved in the devel opnent of the tool and
receives nonthly reports as well. He works with the other
Chairs if there is a problem Overall failure rates are

al so included on our Peer Review profiles for re-
credenti al i ng.

We currently have 3 quality indicators to nonitor for

noder ate sedation. (However, in October we will begin
monitoring 7 indicators!) O which, reversal agent is one.
Q is the keeper of the data, but..we close the |oop
Meani ng the areas that adm ni ster noderate sedation are
required to send Q the total nunber of cases for the nonth
by the 5th of the following nonth, along with the 'fall -
outs'. These 'fall-out' cases are then reviewed by the

Chai rman, Departnent of Anesthesia for appropriate use of
reversal. |If cases are appropriate, i.e. decrease 02 sats,
we nonitor by stats. However, if the use is inappropriate,
i.e. no docunentation to support need for reversal, then
case is sent to peer review. Data subm ssion to Pl Counci
and Board on quarterly basis.

Regar di ng Deep Sedation ER | ssues:

froma R sk Managenent point of view ...l think you are
asking for major liability issues with Deep Sedation in the
ER. Dependi ng on your set up, can you adequately nonitor
the patient or are you having to routinely use reversa
agents? ER nurses are great folks, but I've never seen an
ER yet that had the time or nman-power to adequately nonitor



patients with Deep Sedation.............. | can hear the
plaintiff's attorney questions now

Concur that if deep sedation is admnistered in ERit is an
accident waiting to happen. Surveyors asked this question
during the recent surveys. They | ooked for the type of drug
used for deep sedation. |If deep sedation was done,
staffing patterns and physician privileges for deep
sedation were reviewed. The majority of ER docs do not
have privileges to do deep sedation. This is not only a
JCAHO i ssue but also a Liability issue. You may al so want
to confirmthat any radi ol ogi st giving conscious sedati on
has a prvilege to do so, (ie, the radiol ogi st adm nistering
or ordering chloral hydrate for a pediatric CT, would
require privilege for conscious sedation). You may al so
want to | ook out for Diprovan being used for conscious
sedation. That wll definitely get you cited.

QUALI TY | MPROVEMENT TOCL

Physi ci an:

Dat e:

1. Docunent ati on of |evel of consciousness on adm ssion
to Recovery Room

a. * Cal m and cooperative

b. * Drowsy/responds to verba

cC. * Sl eepy/ easy to arouse

d. * Difficult to arouse

e. * Unabl e to arouse

2. Ability to nmaintain unassisted airway on adm ssion to

Recovery Room
a. * Assi st ed

b. * Unassi st ed
3. Physi ol ogi cal data recorded every 5 mnutes during
procedure.

Conti nuous ECG Yes * No *
Respiratory rate Yes * No *

Bl ood pressure Yes * No *

Pul se oxinetry Yes * No *

2 saturation Yes * No *

Use of reversal nedication

Nal axone Yes * No * Doses:
Physostigm ne Yes * No * Doses:

hOOQOTD




Fl umazenil Yes * No * Doses:

5. Al drete Score
12345678910
Adm ssion to recovery: * * * * * * x x x
Di scharge fromrecovery: * * * * * * % %
6. Post procedure length of stay (Total Recovery tine
until patient is
clinically ready for discharge):
01 - 30 mnutes *
31 - 60 mnutes *
61 - 90 mnutes *
91 - 120 mnutes *

> 121 mnutes *
7. 2 saturation < 80% Yes * No *

*
* %

Si gnature of RN Conpl eting Form

Al patients who receive noderate sedation are required to
have a ride hone at our facilities. They are inforned of
this at tinme of procedure scheduling, and when staff cal
to PREP patient. |If they do not have a ride avail able, we
will call a taxi.

We specify a responsi ble person nust be with patient. This
responsi bl e person and patient nay take a cab, but sone one
must know the specific's to noderate sedation, i.e. no
snoki ng except with responsi bl e person, no operating

equi pment, no driving for 24 hours, no signing of |ega
docunents for 24 hours, etc.

Medi cal Library IM9

| don't recall seeing this standard. Can you tell nme which
one it is?

You do not have to have a library in your hospital but you
need to be able to show a contract with a library to
provi de the service.

Ambul atory Care

The clinics need to | ook at the standards fromtheir point
of view.

Sone of the standards, |eadership, managenent, Patient
education,etc would be the same for clinics and the
hospital. Safety, assessnment, infection control, treatnent,
woul d have to be individualized to the clinic.



The best thing you can do to prepare is get the staff
ready. Mock surveys work well. They are good practice and
| et you know " the state of the Nation" so to speak.

Each clinic nust address safety issues that apply
specifically to that clinic.

Don't forget to conduct drills. They are a nmust and they
will check. Be sure the clinic specific information is fed
into the hospitals conmttees such as infection control,
safety and quality council.

EMTALA mandates that a nedical screening evaluation be done
to determ ne whet her a nedi cal energency exists. The

medi cal screening eval uation includes much nore than what
is typically perfornmed by the triage nurse. EMIALA al so
mandat es t hat obtai ning i nsurance/ ot her information cannot
delay care or treatnent. http:ww. nmedl aw.comis an
excel l ent resource.

"We envision a systemof care in which those who give care
can boast about their work, and those who receive care can
feel total trust and confidence in the care they are
receiving." Donald M Berw ck

The problem here is a not unconmon m sunderstandi ng of the
di fference between triage and a nedi cal screening

exam They are NOT the sane.

Soneone nust, indeed, do a nedical screening examprior to
gathering financial information. 1In ny state

(California) that can be done by an RN under procedures
specific to our state law. In the comunity

hospitals in ny area, it's nost commonly done by the ED
physi ci an however. Yes, this is after the RN

triages. And yes, you'll probably have to redesign your
systens for registration.

The pertinent lawis a federal one - EMIALA. The penalties
for being convicted of an EMIALA violation are
very severe. You do not want to ignore this one.

Here's a good reference to start with:
http://ww. mhf. net/mal |l /stores/Frew default.htm

these are the sites i've found useful. hope this is helpful.
m.ingelsby

lowerkeysmedicalcenter

www.emtala.com




http://www.medlaw.com/
http://www.megal aw.com/

i NTERPRETORS:

Generally they take a conpetency test and should have the
certificates available to you. Start at this site:
http://ww. di versityrx.org/HTM./ MO P. ht m

We have a policy, list of interpreters to call, an
assessment formto indicate that we have asked the
pt/visitor what their choice of comrunication devices are
and a log to track interpreter response, all as

dictated by the ADA. Qur Social Service Dept. did nost of
the work in getting a list of interpreters for our use.
Some interpreters signed a contract indicating that they
woul d respond in a certain tinme frame, how nuch they woul d
get paid and so forth. Qwhers just are on the |ist

i ndi cating that we can contact them Sone sign | anguage

interpreters are "qualified" sonme"certified". | don't know
the difference but we had themsend us their certificate
for our files. | think that "qualified" in American Sign

Language is what we |ooked for. W were fortunate to have
an audi ol ogi st on staff who knew what to | ook for.

We actual ly have native speaking enpl oyees who give fol ks a
standard oral test in that particular |anguage. W are a
state hospital, and we have many different ethnic
backgrounds, but | think if we do not have an enpl oyee who
speaks a | anguage here, we coordinate it through our main
of fice to another agency or hospital that does

As a fornmer French professor, |'d suggest considering the
gui del i nes established by the Anerican Council on the
Teachi ng of Foreign Languages (http://ww.actfl.org/) for
testing proficiency. If they seemsuitable, you

coul d contact ACTFL to find sonebody in your area who could
conduct interviews.

However, unless you need sone formal docunentation, you
could also find a | ocal teacher or native who would be able
torate an interpreter's proficiency informally. O course,
the teacher or native would have to be know edgeabl e about
nmedi cal term nol ogy. (ACTFL testers don't necessarily

have the specialized vocabulary.) Check with |ocal colleges
and universities; you may be able to find a foreign student
st udyi ng nedi ci ne.

Sonmeone on the staff of this organization could help:



http://ww. atanet.org/bin/view pl/181.html | would think it
woul d be inportant ask an i ndependent non-biased third
party fluent in the | anguage the person needs to interpret
test and/or evaluate the interpreter...this could be
soneone with a |local organization or association or

uni versity or |anguage school ... Previous experiences and
ref erences woul d al so be good. ..

There is a certification that translators can get, which
means they nust pass certain standards. This is not
necessarily specific to nedical translations, but does
ensure at |east a mninmum conpetency. O herw se, you
coul d doubl e check the work, by hiring another transl ator
to proofread, or as back up for an interpreter.

There are two associations that credential interpreters...
| don't remenber their names, but | found them by doing a
Googl e search

Back in the late '60's and early seventi es when ny children
were very little and I was wearing the hat of a freel ance
translator/interpreter, | becane affiliated with the
American Transl ators Association. In general, professiona
translators/interpreters beconme nenbers of the Anmerican
Transl ators Association. For nenbership they have to be
recommended by an established nenber of the Association.
They al so have a directory. Therefore, nmenbership in ATA
m ght be a good starting point.

ATA Website URL: http://www.atanet.org

EMPLOYEE PHONE #s — G VI NG THEM OUT:

Qur enpl oyee phone nunbers are in the hospital conputer
under enpl oyee | ocator. Everyone has to sign a
confidentiality statenent each year and they are aware that
they are not to give out phone nunbers. Departnent

mangers are to have a hard copy to keep updated in the
departnments in case of disaster or failure of the system
So you have access to themif you have access to a conputer
and nost enpl oyees do at all levels to access nessages

in the internal e-mail.

Pl EFFORTS/ TRAI NI NG

1. | use the Wite Bead gane (or Red bead or whatever you
want to call it!) to show the need to review how we do

t hi ngs, how praise, rewards and intimdation do not result
in a better work product, etc. Everyone |oves that gane.
You can really play up the inspectors, the consultants,
etc.

2. | use the exanple of the old woman/ young woman in

St ephen Covey's book (the first 7 habits) to illustrate




bei ng sensitive to the ideas of others; open to the
perception of others. | hate to use this buzzword but
paradi gm shifting is what | amtrying to illustrate, to
show t hem t hat we have changed how we | ook at quality. |
pl ant a couple of people in the audience to insist the
drawing is of an old woman. They argue their position and
pretend to not be able to see the young wonman.
3. | show exanpl es of statistical tools but use funny
situations. Like the flowhart - | show ny rework | oops of
hitting the snooze button or not being able to deci de what
to eat as | try to get to work on tine.
4. | bring in actual Pl storyboards for themto get up out
of their seats and cone | ook at as | explain our
nmet hodol ogy. This hel ps keep themfromfalling asleep.
NOTE: The White Bead Gane is carried by a nunber of
conpani es. | purchased mne from
http://64.38.99.5/redbead. coml but you can Google "white
bead gane" or "red bead gane" and find several other
vendors.
4. The paradigmshifting illustration cones from Stephen
Covey's book "The 7 Habits of Highly Effective People"
pages 24-29 and page 45. You can find this book at any
library.

NOTE: Good exanples of Pl tools can be found in just about

any statistical analysis book but the one | |ike the best
and that gives healthcare exanples is one published by
Aspen Publishers. It is an easy read with great tools.

The book is called "Managi ng Qutcones, Process, and Cost
in a Managed Care Environnment"” by Roey Kirk. This is an
i nvestment well worth your while. (Shucks, I wish I had
some ki ckback arrangenment with Aspen..

EDUCATI ON:

Consi der using sel f-1earning packages. These are
presentations (often done in Powerpoint or other
presentation prograns), and printed on paper, with

eval uation tools (tests, etc.) to evaluate the know edge.
| f the student/enpl oyee can answer the questions, whether
they read the self-I|earning package or not, they are
"trai ned"

This assunmes that the learners are literate in the |anguage
of the presentation, but an alternate for non-literate
people is to have soneone read the presentation to them
and ask the questions. Other |anguages would require a
transl ation of the package and test, just as a live
presentati on woul d. ..



Self | earning packages can al so be automated, on conputers,
and the tests done on conputers, and thus easily
aggr egat ed.

| have worked with several hospitals who have noved their
annual continuing education to such packages, and get 100%
i ncl usi on.

Fairs, (exanple: Safety Fairs, for EC issues) are another
cost-effective nethod, often fun to boot. 'Booth' for
each topic (a poster presentation, live denp, or simlar
topical treatnent) make up the chapters, and where
practical, interaction inproves the education

("Try out this fire extinguisher”, "Try pulling the fire
alarm pull box")etc. often enliven the training, and

i nprove retention. A post -test docunents their
attendance, and the | evel of know edge at the

end of the fair.

While there are comercial prograns which do this, they are
usual | y expensive, and nust be custom zed to your needs,
(more $$). The do-it-yourself approach only needs soneone
with some skills on Powerpoint or a simlar program (naybe
a student at a | ocal business college, or in a

conmuni cations programat a | ocal college) and content,

whi ch your staff has. Even the 'fair' approach is in-
expensive, as it concentrates the staff into several hours
(over several shifts, to include everyone) and maxi m zes
the interpersonal contact, which inproves |earning.

EXAMPLE - PERFORMANCE IMPROVEMENT POST TEST
NEW EMPLOYEE ORIENTATION
July 26, 2001

TRUE OR FALSE

1. ONLY THE MANAGERS PARTICIPATE IN PERFORMANCE IMPROVEMENT.
TRUE FALSE

2. THE BOARD OF DIRECTORS HAVE ULTIMATE RESPONSIBILITY FOR THE
PERFORMANCE IMPROVEMENT PLAN.
TRUE FALSE

3. PLAN, DO, CHECK, ACT CAN ALSO BE STATED ASPDCA.
TRUE FALSE



4. WHEN A TEAM OF EMPLOYEES MEET TO ADDRESS A PERFORMANCE
ISSUE THIS IS REFERRED TO AS A RAPID RESPONSE TEAM.
TRUE FALSE

5. AN EXAMPLE OF A SENTINEL EVENT ISAN INFANT ABDUCTION.
TRUE FALSE

6. COLLECTING DATA OR SERVING AS A MEMBER OF A RAPID
RESPONSE TEAM ARE WAYS THAT YOU MAY PARTICIPATE WITH
PERFORMANCE IMPROVEMENT.

TRUE FALSE

7. IF YOU INDENTIFY AN AREA THAT YOU THINK NEEDS TO BE
IMPROVED YOU CAN NOT MENTION THIS TO YOUR MANAGER
AFTER ALL IT IS THEIR JOB TO KNOW THERE IS A PROBLEM.
TRUE FALSE

8.THE PERFORMANCE INDICATORS THAT WE MONITOR AND SUPPLY
DATA TO JOINT COMMISSION (JCAHO ) ARE CALLED ORYX INDICATORS.
TRUE FALSE

9.THE MISSION OF PERRY MEMORIAL HOSPITAL IS TO PROVIDE
COMPASSIONATE, QUALITY HEALTH SERVICES TO THE PEOPLE AND

COMMUNITIES WE SERVE.
TRUE FALSE

NAME:

DEPARTMENT:

PACU | SSUES:

Pl ease provide feedback on any experience you may have had
wi th JCAHO Surveyors and their response to narcotics at the
bedsi de for patients in the Post Anesthesia Care Units
(PACU) imrediately follow ng post-op. W did not have a
problemw th this |last survey (1998) but have heard
recently that this was an issue in a neighboring hospital
in our comunity. Qur Survey is fast approaching in
Cctober of this year, so any feedback you can provide would
be hel pful!

In our PACU it is common practice for the nurses to titrate
pain neds in the recovery room They may have 10ngy of
Mor phi ne they sign out froma | ocked supply, adm nister



only part of it, l|eave the syringe at the bedside and
return a short tine later (5 mn or so) to give another
dose if needed. The recovery area is a closed unit and the
nurses are always present.

Do you allow visitors to your PACU. If '"yes', | would say
you are vul nerable. The surveyor will |ikely argue that
the visitors are left alone with the patient while the
nurse tends to her other patient(s).

This would allow tine for unauthorized access. W went to
smal l er vials of narcotics to avoid this issue. W have
2ng and 4ng vials of MSO4, for instance. It necessitates
nore trips to the ned cart but staff adjusted. Ifyoulook a the
TX standard related to control of drugs you would be subject to afinding if you continue
to leave unattended drugs at the bedside.. The risks of allowing a narcotic to be left
unattended at the bedside goes against what most of us were trained to do whilein
nursing school-don't leave meds at the patient's bedside. In addition, leaving narcs
unattended could lead to risks that others may give a dose without your knowledge, some
one may steal the drug or replace the solution,etc. Do you want the hassle of doing a
narcotic missing report? Not sure of alternatives (having a brain cramp at the moment)
but you in non compliance with the standard.

| observed a survey this week in Dallas and the question
was asked in the NICU, PICU, and adult ICUs -- "How do you
assess pain in unresponsive patients?" as well as "How do
you assess pain in patients on the ventilator and in drug-
i nduced coma?"

PATIENT SAFETY:

"We have been through several surveys in the last three
nmont hs. The surveyors are quoting an OCT 1, 2001 initiation
date to identify a Patient Safety process to analyze and an
OCT 1, 2002 date for inplenmentation of the revi ewed
process. The web site does not reflect these dates. Were
can | find the suspense dates for the standard?”

"The inplenentation of all of the safety standards is
Cctober 1, 2001. Sonme went into effect on July 1, 2001,
specifically the RI.1.2.2 having to do wth notifying

pati ents when outcones differed fromanticipated. The
reference to COctober 1, 2002 nust have to do with

organi zati ons collection, analysis and aggregation of data,
since one would not be able to see that with an

i npl ementati on date of 10/01/2001. Hope that hel ps.”

Here is the answer provided by the JCAHO SI G group:

Just today, | spoke with Pat Staton from JCAHO. | asked the exact
qguestion(s) What actual JCAHO standards apply? - Specifically



Leadership 5.2, but it is also addressed through other patient safety
standards. Pat, also confirnmed the need to | DENTIFY one process to put
t hrough the excerise of FEMA by 10-01-01. By July 1, 2002, this one
process nust be conpl et ed.

To all of you, the FEMA examples are now posted on the HospitalSoup site!

The speaker was Richard J. Croteau, MD., from JCR - his e-mail is Rcroteau@jcaho.org if you
have any questions. He liked the first example (Word document) but said the second (Excel
spreadsheet) is better because you can assign values & multiply to help prioritize the criticality.

Here are the links to the documents.
<http://www.hospitalsoup.com/policydetails2.asp?PolicylD=7734173> (Excel format)

<http://www.hospitalsoup.com/policydetails2.asp?PolicylD=7734172> (Same document but in
html format)

<http://www.hospitalsoup.com/policydetails2.asp?offset=20&PolicylD=7734174> (Sample Failure
Mode, Effects and Criticality Analysis for Hypothetical Medication Use Process in OR)

For additional standards questions you m ght have, please
visit our website at wwv. jcaho.org. Standards
Clarification, FAQs, and the online Standards Question
formare all available for your use on the website.

Go to AHI VA web site, ww. ahima.org. and scroll down to
bottom of page. There is one posted on this web site that
you can print

RESTRAI NTS:

| am | ooking for a definition of restraint episode?

| have read conflicting information on this.

Al so for acute nmed surg setting if a patient is in
restraints and they are renoved for one to two hours then
reapplied due to the same behavior, do you consider this a
new epi sode and get a new order? | just asked the sane
guestion of 2 surveyor friends of mine. They both said it
woul d be the sane event for ned/surg patients.

How are you treating side rails? |If you put all 4 side
rails up, is this a restraint?

During our May HCFA (they were HCFA then) validation
survey, bed rails were not an issue at all. Linb and vest
restraints were the focus.

It depends. If you put all four up and its a nobility
aid, its not a restraint. However if you put side rails up
to keep a patient in bed it is a restraint. Side rails for



safety such as on an ER stretcher or in PACU are not
considered restraints. To my know edge, JCAHO does not
survey for side rail wuse, only physical restraints. They
do not require you to follow a restraint protocol to have
side rails up. However, they do point out that side rails
have been associated with injury. Try to keep them down
if possible. HCFA/ your state DPH woul d probably consi der
side rails a restraint.

| asked the sanme question of our Continuous Survey

Readi ness Coordi nator who is an enpl oyee of JCAHO and she
told us that a episode of restraint is as |ong as the order
is witten for exanple if the order was witten for 24
hrs that would be 1 episode and for PSYCH if the order was
witten for 4 hrs that is one episode

Sonme of you, as did I, may have participated in the Joint
Conmi ssi on Resources audi o conference entitled "Restraint
and Secl usion” which was broadcast on August 22nd. During
t he question and answer period follow ng that presentation,
a participant asked the question "How does the JCAHO
define an episode of restraint?" The answer given was that
t he JCAHO does not define what constitutes an epi sode of
restraint. The presenter said that each organi zati on nust
determ ne their own definition of an episode of restraint.
She did provide sonme exanpl es; an episode coul d be defined
as fromthe tine a restraint is applied until the tine it
is renoved, or whenever an order for restraint is witten,
or each 24-hour tinme period.

She was cl ear, however, that there is no specific JCAHO
definition of episode of restraint. O course, if you are
using restraint use as an ORYX indicator, you nust use the
definition provided by your vendor.

W do have restraint protocols for vented patients that are
initiated upon the order of a physician. Restraint is NOT
the standard of care for a vented patient, though. W can

certainly have a vented patient who is alert enough to not

require restraints.

Qur criteria for restraining these patients are:

Patient is intubated or has invasive |ines where the
renmoval or mani pul ati on of these devices would result in
harmto the patient or interruption of treatnent for the
patient.

Patient is unable to understand and foll ow verbal, signed
or witten commands in a | anguage that they understand.



The patient has attenpted to renpve these devices or has
denonstrat ed non- purposeful novenent that places these
devices at risk of renoval or damage.

Criteria for renoval

The patient no | onger has invasive tubes or artificial

ai rway that may be accidentally dislodged, nanipul ated or
damaged.

OR

The patient is able to understand and foll ow verbal, signed
or witten commands in | anguage that they understand.

AND

The patient is no longer at risk of dislodging,
mani pul ati ng or danmagi ng the invasive lines or artificial

ai rway.

These patients are considered "restrai ned" and are counted
in the restraint nunbers. Care, assessment and
docunent ati on does not differ for these patients.

CRI TI CAL THI NKI NG:

Anyone have an educational presentation of any

description for “Critical Thinking"?? I|f so, and you woul d
be willing to share?

We have used an excellent site
http://nursing.umaryland.edu/students/~jkohl/scenario/opening.htm

whi ch consists of scenarios and vingnettes that allow this
thinking to be exhibited. Once you get into the site, click
"begin" and the first situations will cone up - followed by
a series of questions.

ADVANCED DI RECTI VES:

In the new Update3 to the CAMH the RI.1.2.5 has added a new
sentence in the intent that "in the absence of the actua
directive, and in accord with applicable state |aw, the
patient's wi shes may be docunented in the patient's nedica
record.” That phrase "May be" is causuing us sone major
grief ininterpretation. | would |ike to know how ot hers
are interpreting this and what measures you have put into
pl ace to do this.

"May be" was "Must be" at our previous JCAHO survey in
1998. W got a type 1 in Pt. R ghts because we didn't
docunent patient's wishes in lieu of a copy of their
advance directive. Since then we docunent within 24 hours



the patient's wishes in their own words on the Progress
Record, even if later we can get a copy of the advance
directive.

If we are unable to find out their w shes we docunent we
are unabl e and the reason why. | would certainly treat it
as "must be".

We resolved this issue by creating a form and having the
nurse ask the patient. The patient can wite in the
"substance" or if the patient cannot respond and tell you
the wi shes that is docunented. |If the patient can tel

you but cannot wite it out for sonme reason the nurse can
note the patient states. The famly is asked to bring the
directive but if the directive is not there when the
iniital nursing assessnment is done the "substance" nust

be docunented on the form The intent of the standard does
not require that the physician do this. This has worked
for us through the |last two surveys.

As do many ot her organi zations, we continually struggle
with getting the substance of the Advance Directive
docunented on the chart when the actual Directive isn't
avail able. Qur current policy specifies that if a copy of
t he AD cannot be obtained within 24 hours, then the
substance of the AD nmust be docunented by the MD at that
point. Unfortunately, 2 problens exist: 1) conmunicating
with the MD that he/she needs to have & docunent

that conversation, and 2)getting it docunented in a tinely
manner .

W' ve been thinking that an ideal solution may be to

i ncorporate the Advance Directive into the H&P. The nurse
woul d still need to do followup re: getting the actual
copy, or providing AD information to those who would Iike
it.

Including it on a short-formH&P is a good idea but wll
acconplish the issue in only one area. | amincreasingly
recormmendi ng to physicians that are conpl ai ni ng about
conpleting H&'s on tinme to use at |east the H&P

portion of the nursing adm ssion H& as a guide for

di ctation. Having advanced directives in a prom nent place
on this record should assist physicians in docunenting it
intheir formal H&P. It's worth a shot.



VEDI CAL RECORDS

Question for all of you out there in JCAHO-land who have been recently =
surveyed: When the closed medical record reviews were performed, did the =
surveyor, accompanied by several hospital staff, review chart documents =
that were provided by the staff (each of whom had a chart) in response to =
the surveyor's request, OR did the surveyor go through the charts =
him/herself, looking for the documents they wanted? Thereis aneed to =
know here in=20

Regar di ng nedical record review for K-Zoo M chigan:

During our recent 7 surveys, the surveyors reviewed both
ways. The majority

of the time, the surveyors, Phy. and nurse had the team
review t he record.

The surveyors would call out what they were | ooking for and
determine the %

records containing the informati on. The ot her surveys

i ncluded both the team

and the surveyors reviewng charts. Majority of the chart
revi ew was done

concurrently on open records. |If the surveyors saw a trend
whi | e maki ng

rounds, they would dig deeper into the closed nedical
record review

At each of the 20 surveysin our system survey this year, it was very much the old-style
medical record review with the entire review team doing one or two charts and the team
leader overseeing the review. Home care charts were reviewed separately by the home
care surveyor.

At the one new facility not surveyed by our system team, the two surveyors used the new
system in which they did the review with one staff member to assist them in finding the
documentation they could not locate.

It seems to me that the whole processis still driven by individual surveyor preference.

Just conpl eted our survey 2 weeks ago! We di d goood.. ...
First- the surveyors gave us very specific information
requesting certain charts for review ..i.e. first patient

di scharged in October 2000 with di agnosis of chest pain or
| ast patient in ED in Novenber2000 with noderate sedation
etc.

Second- surveyors had col or coded specific standards for
review. Medical Records then tabs the colors to neet the
standard, i.e. blue for initial H&P, yellow for advance



directives etc. These tabs were put on the above charts
for easy 'finds' during review.

Third- two staff nenbers were requested for each surveyor
to assist in validating that standards were net according
to the color codes. |In addition to this, the surveyors
reviewed the charts, utilizing staff for additional

i nformati on.

We found the survey to be in-depth, fair, but nost of all
said they would not be back for 3 years!

t the end of day one the nurse surveyor provided nedica
records with a

list of charts they wanted.

It went sonmething like this. First C section after

4/ 1/ 2001 nmom and babe.

First vaginal birth after 2/1/2001, nom and babe. First
four restraint

charts since 1/1/2001. First five ED restraint charts
since 1/1/2001

First five transfers fromED to higher |evel of care since
2/1/2001. First

CHF since 12/1/2000. They asked for sone surgeries etc.

In all there were

10 inpatient charts and 15 ED charts. They excused all the
partici pants of

the S/H Minterview expect those who needed to stay.

1 Med Rec supervisor and 2 RN with chart review experience
stayed along with

nmyself. The nurse and MD di vided the charts and | ooked for
certain

el enents. They gladly let us help them and t hough they
wer e t hrough they

were fair.

CPR

We do accept nedical excuses but require that the staff
menber participate

inthe training to the extent to which he/she is able. The
manager is

expected to evaluate the situation to determine if the
staf f menber with

limtations is able to fulfill his/her role expectations
t hr ough assi gnnent
adj ustnents or other acconodations. |If limtations would

result in the
inability to quickly resuscitate a patient, the staff
menber may need to be



reassigned. |I'mnot aware that this has ever been the
case.

In our institution we accept the physician's note saying
t hey can not do the physical part, however, there are
parts they can do such as respirations, calling the code,
bringing the equi pnment for others etc. W do not give them
a reason to believe they have no responsibility for CPR
None of our staff work alone no matter what the census is
so they are there to support others. W have them attend
the class and not do the parts the doctor says they are
unable to perform

Here is how we define it.

- All Duke University Hospital enployees with patient
care responsi bilities nmust successfully conplete BLS Health
Care Provider (BLS-HCP) training and renewal every two
years. This is inclusive of, but not limted to,
housestaff, |icensed nurses, nursing care assistants
(NCAs), transporters, respiratory therapists, operating
room technicians and attendants, radiol ogic technicians,
cardi ac cath technicians, physical therapists, patient
access services enpl oyees and occupational therapists.
Conpet ence may be denonstrated by:

- Maintaining current evidence of BLS training
according to AHA or Anerican Red Cross criteria.

- Maintaining current BLS Instructor, Instructor
Trainer or Affiliate Faculty status.

- Al Duke University Hospital enployees with patient
contact nust be trained and mmintain renewal every two
years in one of the follow ng categori es:

- Heart Saver: Confortable wth adult one rescuer
CPR and obstructed airway infant and child prn). No
witten test.

- Code 5 Recognition and Notification: Recognize
an arrest situation and react accordingly:

- Recogni ze unresponsiveness, pul sel essness and
absence of breathing

- Know how and who to call for help (i.e.
verbal ly, 115, 911)

- Validation and docunentation of conpliance
with this policy will be the responsibility of each
depart nment head.

We do, but it needs to be a nedical excuse and we need to
have a new excuse Every two years. If the reason was | ack
of stam na, this would not be acceptable. This reason would
not prevent themfromtaking a CPR course and at | east



intiating CPR |If they truly had | ack of stam na how are

t hey wor ki ng!

We still mandate that they take the witten exam at | east
every 2 years (actually found that sone were being excused
because they did not want to take the test and when we
mandated this, mracle of all mracles, sone of

the previously excused becane capabl e of physically doing
CPR). In addition, you want to assess if this is a problem
for the individual dept. For exanple, we only had 3 RN LPN
on night shift on a small step down geriatric unit. Qut of
the 3, 2 had nedical excuses. This was unsafe and we had to
transfer 1 to another shift so that we had the najority of
staf f capabl e of doing CPR

MEDI CAL STAFF — RESI DENTS - GVE

Standard MS.6.9

In hospitals participating in a professional graduate education program(s), the medical
staff has a defined process for supervision by a licensed independent practitioner with
appropriate clinical privileges of each participant in the program(s) in carrying out patient
care responsibilities.2

Standard MS.6.9.1

There is a mechanism for effective communication between the committee(s) responsible
for professional graduate education and the medical staff and governing body.

The intent includes:

Written descriptions of the role, responsibilities, and patient care activities of participants
in professional graduate education programs are provided to the medical staff. These
descriptions include identification of the mechanisms by which the participant's
supervisor(s) and graduate education program director make decisions about each
participant's progressive involvement and independence in specific patient care activities.
Medical staff rules and regulations and policies also delineate those participants in
professional education programs who may write patient care orders, the circumstances
under which they may do so (without prohibiting L1Ps from writing orders), and what

entries, if any, must be countersigned by a supervising LIP.

Resi dents may only perform deep sedation if the attending with the same
privilege is present. They may however perform noderate sedation

wi t hout

their attending if the attending has the privilege. All residents nust
conplete the same requirenents as our regular nedical staff (viewthe
vi deo

and have a passing score. W also require all residents to be ACLS
certified because they respond to our codes. This has been our process
t hrough at |east 2 surveys and there haven't been any probl ens

Recent nock survey. Protective services for us was an
i ssue. How do other facilities notify patients of services
available to them Do you post any where? Do you provide



to patients where to file a conplaint? W added an area in
our patient had book that addresses filing grievances.

ACTUAL JCAHO SURVEY QUESTI ONS WORLD- W DE AND MEDCOM MI'F
AFTER ACTI ON REPORTS FROM PREVI QUS SURVEYS:




